The present study examines the prevalence of women who continue to have vaginal intercourse (VIC) despite pain, avoid telling the partner, and feign enjoyment. It also considers the reasons for this behavior. A sample of 1566 female senior high school students (aged 18-22 years) completed a questionnaire concerning their experiences and attitudes toward their body and sexuality. Forty-seven percent (270/576) of those women who reported pain during VIC continued to have VIC despite the pain. The most common reasons were that they did not want to spoil sex for or hurt the partner by interrupting VIC. Feigning enjoyment and not telling the partner about their pain were reported by 22% and 33% respectively. Continuing to have VIC despite pain was associated with feelings of being inferior to the partner during sex, dissatisfaction with their own sex lives, and feigning enjoyment while having pain. Pain during VIC is reported by every third young Swedish woman, and almost half of those still continue to have VIC. The major reason given is noteworthy ---prioritizing the partner's enjoyment before their own ---and indicates that young women who continue to have VIC despite pain take a subordinate position in sexual interactions.
Introduction
There has been only limited research focusing on the prevalence of pain and/or physical discomfort associated with vaginal intercourse (VIC) in young women. Due to different types of pain during VIC, as well as different definitions and study populations, prevalence studies provide diverse estimates in young and adult women. Recently, studies have also paid attention not only to pain during VIC, but also to physical discomfort and other sensations associated with VIC, such as itching and burning pain, which have been suggested as symptoms of partial vaginismus [1, 2] . (Henceforth in this article we use the term 'pain', as equivalent to pain and/or discomfort). A previous study [3] in Sweden, found that 49% of women who had experienced VIC during the previous month, and who had consulted a youth center, had experienced pain associated with VIC during that period. Another study in Sweden [4] showed that 34% of women (aged 12-26) who consulted youth centers reported pain/burning sensations, and 23% reported itching during or after intercourse. A populationbased study in Canada [5] found that as many as 20% of sexually active women aged 12-19 reported chronic dyspareunia. Despite several studies exploring physiological and psychosexual mechanisms, it still remains uncertain which factors contribute to the development and maintenance of diverse pain during/after VIC [6] [7] [8] . It is known that pain experienced during VIC is not an isolated phenomenon; it also influences, among other things, emotions and sexual relationships. In a study by Kaler [9] , women with vulvar pain described themselves as being "degendered" or "defeminized" due to difficulty in completing VIC. As previously identified, an unknown proportion of women continue to have VIC despite pain [10] [11] [12] . On theoretical grounds, repeated painful VIC might elicit a vaginistic reflex [13, 14] . It has been suggested that the vaginistic reaction initially is a general defense mechanism, a protective symptom appearing when the woman is exposed to a perceived threat, such as pain during VIC [13] [14] [15] . When the woman are exposed to repeated painful intercourse, the protective mechanism, which is an unconditioned response, becomes a conditioned response: a vaginistic reflex [15, 16] . It is therefore highly likely that continuing to have VIC despite pain, in some cases might contribute to prolonged pain during VIC and increase the problem. A qualitative study [10] , investigated young women's motives for continuing to have VIC despite pain, and found that the women were striving to reach their ideal image of being a woman. Their ideal woman had several characteristics, such as willingness to have VIC, perception of their partner's sexual needs, and ability to satisfy the partner. The women focused on the partner and paid less attention to their own sexual pleasure [10] . The findings by Ayling an Ussher [11] similarly showed that women felt shame and guilt for experiencing pain during VIC because it affected their ability to satisfy their partners [11] . Because pain during VIC (we use during VIC as equal to during and/or after VIC) in many cases seems to start at a young age, and an unknown proportion of young women who continue to have VIC despite pain run the risk of developing vaginismus, there is a need for studies exploring young populations. Therefore, the present study aimed to estimate in young women: (1) the prevalence of women who continue to have VIC despite pain, who feign enjoyment, and who do not tell the partner about the pain; and (2) their reasons for those actions. On the basis of a previous qualitative study [10] we explore ten hypotheses based on the theory: women sacrifice their own pleasure and put the partners' interest first, in their striving to become an ideal woman and a "perfect girlfriend". The ten hypotheses are as follows: A greater proportion of young women who experience pain during VIC will, in comparison with those who do not: (hypothesis 1) have difficulty refusing sex when the partner wants it, (hypothesis 2) feel inferior to the partner during sex, (hypothesis 3) regard the partner's satisfaction as more important than their own, and (hypothesis 4) feel dissatisfaction with their own sex life. A greater proportion of young women who continue to have VIC despite pain will, in comparison with those who have pain during VIC, but do not continue to have VIC: (hypothesis 5) have difficulty refusing sex when the partner wants it, (hypothesis 6) feel inferior to the partner during sex, (hypothesis 7) regard the partner's satisfaction as more important than their own, (hypothesis 8) feel dissatisfaction with their own sex life, (hypothesis 9) feign enjoyment, and (hypothesis 10) avoid telling the partner about their experiences of pain.
Methods

Participants
The study involved female senior high school (upper secondary school) students 18-22 years old, representing two counties in the south of Sweden including small-and medium-sized cities and countryside areas, as well as university and industrial cities. To obtain breadth in sociodemographic background factors, participants from both public and private schools and both practical/vocational and general/economic classes were included. Eighty-four (84/134) public and private senior high schools were contacted. Thirty-one schools did not participate because of a lack of time in the students´ schedules, and one school refused to participate due to the nature of the study topic. The final target group consisted of 226 practical/vocational and general/economic classes at 52 senior high schools in the two counties. The inclusion criteria of participants were being female, ≥ 18 years of age, and able to read and speak Swedish. Students not present in the classrooms at the time of data collection numbered 544, and the reasons given for their absence were illness, truancy, school trip, study tour, individual work, etc. At the time of data collection, 1616 women were present in the classrooms, but 45 women were excluded due to age < 18 years. Thus 1571 female students were eligible, four women declined participation, and one woman did not participate because of a handicap. Finally, 1566 women were included. These were characterized as practical/vocational (810), general/economic (756) from the first county (911) and the second county (655).
Procedure
An information letter stating the background, aim and procedure of the study was sent to the principals of the high schools, followed by telephone calls from the first author (EE), to get approval. During a three-month period, EE and three to six assistants visited the schools, where the participants filled in the questionnaires (25-40 minutes) in the classroom or in a lecture hall, during a lesson included in the ordinary weekly schedule.
Ethical considerations
Questions concerning sexual issues require special ethical attention. The participants received oral and written information about the study, and were told that participation was voluntary, and that they could withdraw their decision to participate at any time, without giving a reason. A completed questionnaire was considered to represent giving informed consent. To facilitate seclusion and minimize peer influence, the desks were separated if possible, and each participant received a screen to place on the desk, which prevented neighbors from seeing the respondent's answers. In the questionnaire the alternative "not relevant for me" was available for those who had no personal experience of what was asked for in specific questions. The participants left the completed questionnaire in a box, which was closed and collected directly afterwards by EE. In case anybody wanted personal counseling, all the participants received a card with a telephone number for local youth centers, police, RFSU (Swedish Association for Sexuality Education) [17] and the nurse and social worker at each school. The study was approved by the central ethical review board, Stockholm (Dnr: Ö 15-2007).
Measures
The questionnaire was constructed by the research team and was based on clinical experience, an extended version of a questionnaire used by Elmerstig et al. [3] , results from Elmerstig et al.´s qualitative study [10] , other research within the area, and scrutinizing of existing questionnaires and instruments [18] [19] [20] [21] used for investigation of sexual issues. A pilot study was performed with three third year high school classes in another county. Statistics Sweden tested the questions to improve the quality of the questionnaire [22, 23] . Two different research groups independently affirmed the face and content validity of the final version of the items. A final revision of the questionnaire was carried out based on suggestions from Statistics Sweden, the two research groups, and the results from the pilot study. The questionnaire consisted of 201 questions divided into eight sections. As background variables we included age, study program, ethnicity, school region, smoking habits, and age at first VIC. Our dependent variables in this study were concerned with the present situation: experience of pain during VIC and continuing to have VIC despite pain. The first variable, "experience of pain during VIC", was based on the question "How often do you experience pain and/or physical discomfort, for example itching, smarting pain, pressure, burning or a cutting feeling at the beginning, during and/or after VIC?" If the women had experienced pain and/or discomfort during VIC they were asked to answer the questions for the second dependent variable: "Do you ever continue to have VIC despite pain/discomfort?", and the independent variable "Do you ever feign enjoyment despite pain/discomfort?" Answers were given on a six-grade scale: Never, Seldom, Sometimes, Fairly frequently, Almost every time and Every time. We dichotomized the answers into Yes and No, by regarding the answers Sometimes to Every time (3-6) as indicating Yes and Never to Seldom (1-2) as indicating No. The women were also asked if they had told the partner about their experience of pain/discomfort, with the answer alternatives Yes or No. Participants who had reported that they continued to have VIC, and/or feigned enjoyment despite pain and/or discomfort during VIC were asked for their reasons for doing so. The women were given a range of pre-formulated options to select from, and an empty space was also provided to allow for other answers. One or more alternatives could be selected. Partner satisfaction was estimated by means of three items. Participants were asked "Do you ever have difficulty refusing to have sex if your partner wants sex but you don't?", "Do you ever feel inferior to your partner during sex?" and "Do you ever think that it is more important that your partner is satisfied than you, while having sex?" The answering alternatives (sixgrade scale) consisted of Never, Seldom, Sometimes, Fairly frequently, Almost always and Always. We dichotomized the answers into Yes and No, after regarding the answers Sometimes to Always (3-6) as indicating Yes and Never to Seldom (1-2) as indicating No. Participants were also asked to assess their own satisfaction with their sex life by stating to what extent they were satisfied/dissatisfied on a six-grade scale from Very satisfied to Very dissatisfied. These answers were dichotomized into satisfied (1-3) and dissatisfied with sex life (4-6).
Analysis
Statistical analyses were performed using IBM SPSS Statistics version 19.0 (Chicago, IL). We used Pearson Chi-square tests to assess the statistical significance of prevalence of pain, and continuing to have VIC despite pain, between groups. Binary logistic regression was used to test associations between continuing to have VIC despite pain and significant factors in the univariate analyses. Only observed differences with p-values < .05 were considered as statistically significant.
Results
The mean age in our sample of 1566 females (response rate 1566/1571 = 99,7%) was 18.3 years (range 18-22; standard deviation 0.54). Eight percent of the participants (Table 1) and 15% of their parents were born outside Sweden. The majority (90%) reported heterosexual identity, 5% reported homosexual/bisexual identity, and 5% did not know. The majority (80%) of the participants reported having had VIC, and mean age at first VIC was 15.5 years (range, 7-20; standard deviation 1.48) ( Table 1 ). Continuing to have VIC despite pain was more commonly reported in women who had experienced their first VIC when they were between 7-14 years and 17-20 years, and less reported among those who had experienced their first VIC when they were between 15-16 years old (Table 1) . We found only minor differences between the two counties regarding background variables, and in the prevalence of behavior related to our outcome measures, which is why we treat the two samples as one. Almost half (47%, 591/1259) of the women who had had VIC reported experience of pain and/or discomfort during VIC ( Table 2 ). The most common reason for continuing to have VIC despite pain was "I don't want to spoil things for my partner" (42%)( Table 3) . One of the most common reasons given for feigning enjoyment despite pain was "The partner may be disappointed if I don't enjoy VIC" (59%) ( Table 3) . Hypotheses 1-4 were supported. Difficulty refusing sex when the partner wants it, feeling inferior to the partner during sex, regarding the partner's satisfaction as more important than their own, and feeling dissatisfaction with their sex life were more frequently reported among women who experienced pain during VIC than among women who did not (Table 4) . It was also notable that the majority of the women regarded the partner´s satisfaction as more important than their own, whether or not they experienced pain during VIC (Table 4) . Hypotheses 5-8 were supported. Among women who continued to have VIC despite pain, a significantly higher proportion than those who did not continue to have VIC despite pain had difficulty refusing sex when the partner wanted it, felt inferior to the partner during sex, regarded the partner's satisfaction as more important than their own, and felt dissatisfaction with their sex life (Table 4) .
Feigning enjoyment despite experience of pain was more commonly reported among women who continued to have VIC than among those who did not continue to have VIC, but there were no differences in not telling the partner about their experience of pain (Table 4) . Thus, hypothesis 9 was confirmed; hypothesis 10 was not. The multivariate findings provided support for a relationship between continuing to have VIC despite pain and feeling inferior to the partner during sex, dissatisfaction with one's own sex life and feigning enjoyment despite pain (Table  5) . 
Discussion
The main findings of this population-based study show that: (i) pain during VIC in young women is highly prevalent; (ii) almost half of the women experiencing pain continue to have VIC despite pain; (iii) the women's reason for continuing to have VIC despite pain was that they regarded the partner's satisfaction as more important than their own; and (iv) continuing to have VIC despite pain was associated with feeling inferior to the partner during sexual situations, feeling dissatisfaction with their sex life, and feigning enjoyment. The findings from the present study with the high rate of 47% of young women experiencing pain during VIC is in accordance with previous Swedish studies [3, 4] assessing pain during VIC. It is known that some women continue to have VIC despite pain [10] [11] [12] , but as far as we know, there are no earlier studies estimating the prevalence of this actions. Therefore, we find the large proportion of women continuing to have VIC despite pain noteworthy. Theoretically, pain during VIC could cause a vaginistic reaction, initially as an unconditioned mechanism and, when repeated as a conditioned mechanism [13] [14] [15] . Therefore, an unknown proportion of young women who continue to have VIC despite pain run the risk of developing chronic pain associated with VIC. In the present study we further expand on why young women continue to have VIC despite pain. Our theory and our hypothesis derived from a previous qualitative study [10] were supported as we found that women with experience of pain more often had difficulties refusing sex, felt inferior to the partner and regarded the partner´s satisfaction as more important, than women without such pain. Our findings align with previous findings on women with pain during VIC [11] , where they felt pressure to have VIC within heterosexual relationships, and attached higher value to their partner's need for VIC than to their own need for pain-free sex [11] . Holland et al. [24] point out in their research about young people's sexuality that almost all the male and female youths defined "proper sex" as VIC, with male penetration culminating in male orgasm. In a qualitative study [25] with young women without experience of pain during VIC, it was found that diverse social processes such as social norms and demands had a negative impact on young women's chances of attaining equal sexual pleasure in heterosexual practice. The women described that some men took advantage of women´s subordinated position, and the women felt a societal pressure to undervalue their own pleasure and focus on the partner´s pleasure [25] . As we hypothesized, among women who continued to have VIC despite pain, a higher percentage felt dissatisfaction with their sex life than among those who did not continue. This dissatisfaction with sex life probably includes diverse factors, such as decreased sexual desire, and the experience of pain instead of pleasure during sexual activities [10] . Ailing et al. [11] found that women with pain during VIC took one of two different stances. Women who continued to have VIC despite pain, identified themselves as an "inadequate woman/sexual partner", which led to feelings of guilt, shame and decreased desire. If the woman instead had other forms of pain-free sexual activities, she reported an identity as an "adequate woman/sexual partner" [11] .
When statistically significant variables were entered in a multivariate model, feeling inferior to the partner during sex, dissatisfaction with their sex life, and feigning enjoyment despite pain were associated with continuing to have VIC despite pain. This may be seen as indicating women's expectations that femininity involves being in a subordinated position, where they want the partner to be happy, and where they sacrifice their own satisfaction. When women continue to have VIC despite pain it creates a negative cognitive schema where the women feel guilt, decreased desire [10, 11] and shame [11] . According to our current findings, they also felt inferior to the partner during sex and experienced dissatisfaction with their sex life. It may be presumed that if the women had instead had other pain-free sexual activities, they might have formed a different cognitive schema, experiencing sex as a pleasurable situation. Unfortunately, the findings that women feel inferior to their partners during sex, correspond with the societal pressure in young people's sexual life, where traditional masculinity norms are strong and maintain the women's subordinated position [24, 25] . Previous research indicates that young women who internalize norms of conventional femininity have inappropriate sexual health protection behavior to a greater extent [26] . Such findings raise the question of whether such traditional femininity norms are stronger in these women who continue to have VIC and/or feign enjoyment despite experiencing pain, than in women who do not. Two other research groups [27, 28] found associations between young women's sexual experiences and how they conformed to gender norms, consisting of reduced ability to become aroused and achieve orgasm [27] , and the experience of undermined sexual autonomy and lower sexual satisfaction [28] . Considering these [27, 28] results, it is conceivable that the women in our study who continued to have VIC despite pain also decreased their likelihood of reaching orgasm because they had reduced sexual autonomy, and because of decreased sexual desire and arousal due to the experience of pain.
A limitation of this study is the cross-sectional design, which restricted our chance to examine the causal directions of the observed associations. A choice of school setting for data collection is dependent on the principals' approval. One limitation is that there were a higher proportion of schools in the second county that declined participation, than the first county. One explanation for this is that we had a shorter period of time for data collection in the second county, which gave the principals less time to plan our data collection in the students' schedules. However, the schools that declined participation represented both private and public schools and different cities and areas. Social desirability bias is always a concern in studies assessing sensitive issues like sexuality [29] . In the present study the participants filled out the questionnaire in a classroom or a lecture hall. We reduced the potential risk of schoolmates affecting the validity of the data, by separating the desks and providing a screen. In addition, the alternative "not relevant for me" was available in the questionnaire for those who had no personal experience of what was asked about. Another shortcoming is that nonattendance was higher than we expected but did not vary depending on whether the investigation had been announced in advance or not. However, the response rate was constantly high among the students available in the classrooms. Similar pattern of high numbers of non-attendance in school-based sexual health research has been seen in other studies [30, 31] . Furthermore, we did not do a power calculation. However, retrospectively we found that we had enough participants. Another limitation is that our sample is not representative of Sweden as a whole; no big cities were included, nor were the northern part of Sweden represented. It is difficult to say if our findings would have been different with a representative national sample, e.g., if big cities had been included. However, other Swedish studies assessing diverse questions about adolescents´ sexuality have not found any differences between urban and rural areas [32] [33] . In addition, our prevalence rate of women experiencing pain during VIC is in accordance with results from a study conducted in Stockholm, the biggest city in Sweden [4] . Furthermore, to obtain breadth in sociodemographic background factors, the participants came from both public and private schools, including both general/economic and practical/vocational classes. Another limitation is that the questionnaire was constructed by the authors. To reduce the effect of this shortcoming the questionnaire was based on our qualitative interviews with young women, with and without experience of pain during VIC, a pilot study was performed, and Statistics Sweden tested the questions to improve the validity.
In conclusion, this study portrays the complexity of "pain during VIC", and expands the understanding of the influences of gender norms on young women´s sexuality. There is reason to be concerned about the large proportion of women experiencing pain during VIC and of women continuing to have VIC despite pain. Theoretically, women who continue to have VIC despite pain may run an increased risk of developing a chronic pain problem associated with VIC. It is obviously relevant for professionals working with young women such as physicians, psychologists, social workers and midwives to highlight the importance of young women's own satisfaction and discuss other sexual activities than VIC which are less likely to cause pain.
• Pain during VIC is a frequent complaint among young Swedish women, of whom unknown proportions continue to have VIC despite pain.
• Young women who continue to have VIC despite pain run a theoretical risk of developing chronic pain associated with VIC.
• Previous qualitative research has found that diverse social processes such as social norms and demands affect young women's chances of attaining equal sexual pleasure in (hetero) sexual interactions.
What this study adds
• Almost half of the women who had had VIC reported an experience of pain and/or discomfort during VIC, and almost half of them continue to have VIC despite pain • The major reason given for continuing to have VIC despite pain was that they regarded the partner's satisfaction as more important than their own • The findings portray the complexity of "pain during VIC", and expand the understanding of influences of gender norms on young women´s sexuality.
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